comfort through physical and emotional mediators. The results of this study are expected and can contribute to both nursing science and the development of palliative nursing care in Indonesia.
MethodS
We received ethical approval for this study which employed a cross-sectional method. The research involved 308 patients with two-stage cancer or above and no central nervous system metastases. They were admitted to either the outpatient or inpatient departments of three different referral hospitals in Jakarta, Indonesia. This study aimed to develop a theoretical model that statistically fits the data and was able to examine the factors affecting a cancer patient's comfort (nursing care, patient characteristics, coping, family support, and spirituality) with physical and emotional mediators. [3] We performed structural equation modeling (SEM) using the Mplus Version 7.4 Base Program Single-User License (Muthén & Muthén, 3463 Stoner Avenue, Los Angeles, CA 90066).
We used five standardized instruments along with other two additional instruments that were created and validated in this study. We obtained permission to use the following standardized instruments: Brief COPE Inventory to measure the patient's coping ability, Family Support Scale, Spiritual Perspective Scale (SPS), breast symptom scale, and Depression Anxiety Stress Scale. The two instruments developed in this study were the patient perception measurement about palliative care and Comfort Assessment Breast Cancer Instrument. All of the instruments were tested for construct validity using the Mplus software.
reSultS

Data analysis univariate
The results of this study showed the respondents' characteristics and their interrelationships. We used the Kolcaba's theory approach while developing the theoretical model. From 308 respondents, 114 (37%) were older adults (45-59 years old) and 85 (27.6%) were middle-aged adults (35-44 years old). Over three-quarters (81.5%) or 251 of the total respondents were from outpatient departments. Most of the respondents were married (n = 265, 86%), Muslims (n = 268, 87%), obtained senior high school degrees (n = 124, 40.3%), and bachelor's degrees (n = 87, 28.2%). This study showed that 225 (73.1%) of the patients were unemployed or housewives, and 83.4% had household incomes below the prevailing regional minimum wage or <3,350,000 IDR. Nearly one-half (45.1%) or 139 of the respondents were diagnosed with Stage 3 breast cancer. The main caregivers were the respondents' spouses (n = 146, 47.4%) and their children (n = 96, 31.2%). Table 1 presents medium score for discomfort: 45.5 ± 10.75, low score and high standard deviation for level pain: 29.2 ± 27.9, and low score for level anxiety and depression: 40 ± 16 and 38.25 ± 12.75. Otherwise, individual sources (coping, spirituality, and family support) and nursing services attain high score. Figure 1 demonstrates a normal distribution for discomfort, breast symptoms, and spirituality (line in middle of the box). Normality of data affects multivariate analysis using SEM.
Analysis multivariate by structural equation modeling
The Mplus analysis of the comfort theoretical model demonstrated a negative, significant correlation between palliative care and the discomfort expressed through both physical and emotional mediators. The results indicated that an increase in palliative care would significantly decrease a patient's discomfort as expressed through emotional and physical mediators. Conversely, the discomfort expressed through the emotional mediators and spirituality was significantly positively correlated. These results implied that the increase in discomfort experienced by a breast cancer patient would also increase their spirituality. The SEM of the relationships between the variables in this study is depicted in Figure 2 , description of which is as follows: 1. Information support and palliative care affect coping 2. Palliative care and emotional support affect discomfort through mediator physical and emotional condition 3. Spirituality affects discomfort through mediator emotional condition 4. Age affects discomfort through mediator physical condition 5. Physical condition affects emotional condition.
The result of analysis using SEM Bayesian showed a fit model. Then, from Chi-square analysis using df 143 P = 0.000; RMSEA 0.061, Prob. RMSEA ≤0.05 was 0.060 and Cumulative Fit Index (CFI) 0.917. Prob. RMSEA ≤0.05 over from 0.05 and CFI almost 1, proved that this model fit SD: Standard Deviation; Likert scale 1-4 for all variable, except scale pain in range 0-10 *= mean and SD score from instruments ** = mean and SD score after standardized in 0-100 score.
or there was no difference between hipothetic theory and real condition in breast cancer patient in Indonesia.
dIScuSSIon
Univariate analysis
Breasts are secondary female sexual organ. Breasts play an important role as part of the female reproductive system. Disorders that occur in the breast can affect physically and emotionally to woman. The result of this research shows medium score for discomfort: 45.5 ± 10.75, low score and high standard deviation for level pain: 29.2 ± 27.9, and average score for level anxiety and depression: 40 ± 16 and 38.25 ± 12.75. Otherwise, individual sources (coping, spirituality, and family support) and nursing services gain a high score. According to data of this research, they depict discomfort in breast cancer patients in Indonesia and include to middle category with high individual sources (coping, spirituality, and family support) and nursing services. This perceived discomfort is not extremely high because the patients have good coping, spirituality, and family support. In addition, the nurse's perception of nursing service is also quite good.
The discomfort which has been felt by breast cancer patients in Indonesia is generally reduced with a variety of complementary therapies and nursing. Effective tactile therapy, massage, and fixation to overcome these discomforts can be applied by nurses to help patients deal with these discomfort issues. [4] [5] [6] [7] Other evidence-based practice results show that acupuncture, massages with aromatherapy, reflection, hypnotherapy, kinesiology, meditation, music, naturopathy, osteopathy, shiatsu, and yoga can help breast cancer patients. [8] Disturbances in physical conditions may affect the emotional state. [9] Pain associated with stress is supported by the results of Sibille et al. study which explains chronic pain acts as a physical and psychosocial stressor that causes faster aging cells characterized by shortening of leukocyte telomere length. [10] Other researchers added pain related to the stress and mood of women who experienced it and can affect the depression and healing of it. [11] Treatment services not only focus on the patient itself but also must be attentive to family members of patients. Thus, family members can provide optimal support in cancer patients. The results showed family support in either category with an average score of 3.4 (Likert 1-4). The approach in the palliative care system is to involve family support, especially the husband to care for the patient at home. [12] Home care treatment with the support and good knowledge of family members will be more effective and result better health outcomes in breast cancer patients than hospitalized. While at home, the patient is more comfort and still able to interact utterly with all members of his family. Women who are diagnosed with breast cancer and receive treatment to survive often experience trauma and unpleasant experiences. This traumatic event can be overcome with social support including family. [13] Treatment services with an average score of 3.09 (Likert 1-4) indicate that providing care services are good enough, but these are still general. Patients need more care services to improve the quality of life. Palliative care is an appropriate service. However, people are still reluctant to use palliative care because of the mistake of defining that palliative care is a dying treatment. [14, 15] Palliative care should be given since patients are declared cancerous so that the quality of life of patients and families can increase. [16, 17] Palliative care is an approach to improve the quality of life of patients and families to face life-threatening disease problems. Palliative care means alleviating pain and other symptoms of distress, respecting life and death as normal process, not intending to accelerate or delay death, integrating psychological and spiritual aspects, offering support systems to help the patient's daily life to the end of his life, offering support systems to help family coping during sick patients in their grief, using team approach, and improving quality of life. [18] The results showed the level of spirituality of patients in both categories, i.e. with a score of 3.18 (Likert scale 1-4), and the majority of respondents are Muslims. Researchers used the SPS instrument to measure the patient's spirituality. SPS measures two dimensions of how often spiritual behavior practicing and how much spiritual degree a person in searching for meaning in life. A person's life is more meaningful if he gives more. [19] Multiple giving is a patient's spiritual needs that should be facilitated. Giving is not just a gift of goods or things, but beyond of it, like affection and attention. Breast cancer patients in Indonesia are mostly female housewives who have children and husbands. By giving affection and attention to family, friends, and relatives, it can lead to the fulfillment of patient's spiritual needs.
In the results of this univariate test, researchers also conducted that a test of normality on all variables has been used, both dependent and independent variables. Normality test is done to see the reason why a model cannot properly fit. Abnormal data may affect a model to be unsuitable. Normality test results in Figure 1 show normality on comfort, breast symptoms, and spiritual variables while emotional variables, pain, nursing service, family support, problem-focused coping, and emotion-focused coping are not normally distributed. 
Multivariate analysis
Kolcaba stated that nurses should be able to assess a patient's comfort needs, identify intervening (covariate) variables (such as the demographic factors), provide nursing care, and help a patient to manage their key individual resources (such as coping, family support, and spirituality). [20] [21] [22] She also shed light on nursing care to promote patient comfort. Nurses, according to Kolcaba, need to meet a patient's basic needs and deliver specific nursing care that is unique for each patient to improve the patient's comfort. Accordingly, palliative care is both important and appropriate for improving a patient's comfort.
Palliative care is an approach that focuses on improving the quality of life for both the patient and their family while facing life-threatening disease and problems related. Its primary purposes are to relieve pain and other distressing symptoms, to assert life, and to consider dying as a normal process, while neither hastening nor delaying death. It integrates both the psychological and spiritual dimensions of care. In addition, it aims to offer a support system for a patient until the end of their life as well as for the family members trying to cope with the patient's illness and grief. Palliative care uses a multidisciplinary team approach to optimize the quality of life. [18] Religion as a set of spiritual beliefs and practices plays an essential role in Indonesia, which has the largest Muslim population on the globe. As the main religion in the country, Islam teaches its believers to maintain their relationships with God (habluminallah) as well as among humankind (habluminannas). Therefore, spirituality may greatly influence a patient's perception of discomfort and their illness. Thus, we assessed the patients' spirituality using SPS. It measured two main aspects: the frequency of spiritual practices and the degree of spiritual beliefs to find the meaning of life.
Our findings revealed a significant positive relationship (P = 0.05; r = 0.098) between spirituality and patient discomfort through low emotional mediators [ Figure 2 ]. This result indicated that those respondents who drew closer to God were more likely to have greater emotional well-being. On the contrary, those who distanced themselves from God were more likely to have a lesser state of emotional well-being. Therefore, it is important for nurses to facilitate patients in elevating their emotional well-being through worship and other spiritual practices.
There was ample evidence showing that spirituality could enhance a cancer patient's quality of life. Several studies have demonstrated significant relationships between spiritual well-being and the physical, emotional, and functional dimensions of breast cancer. [23] In addition, some studies have shown that a nurse's knowledge pertaining to a patient's spirituality significantly affected the coping ability and quality of life among breast cancer survivors. [24] Other studies have presented the significant effects of an integrated psychospiritual and transformational program to improve the physical, emotional, and functional well-being of cancer patients. [25] Spirituality has become a unique and vital need for Indonesian society. Their beliefs regarding death and the afterlife greatly affect their views and attitudes toward death. To prepare for the afterlife, they need to draw closer to God by "walking in obedience." Nonetheless, their ill-health may impede their ability to worship; therefore, personal assistance is heavily importance in assisting patients to meet their spiritual needs.
concluSIon
Our comfort theoretical modeling study suggested that palliative care affected patient discomfort through physical and emotional mediators, whereas spirituality affected patient discomfort through emotional mediators. Hence, our research implied the positive effects of palliative care in the improvement of patient comfort. Currently, palliative care in Indonesia is limited or unavailable and frequently misconstrued as end-of-life care. This study showed that spirituality-focused palliative care is the key to promote comfort among breast cancer patients in Indonesia.
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